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Background: Coronary artery calcium scoring (CACS) have been proven as an independent prognostic indicator and, with the advent of multi-slice 
CT (MSCT) technology, coronary CT angiography (CCTA) has provided better spatial resolution than electron-beam CT. To date, there is a paucity of 
data regarding the optimal protocol for current standard of MSCT to predict outcomes in patients with suspected coronary artery disease (CAD).
Methods: We retrospectively enrolled 4,338 patients who had undergone 64-row MSCT for evaluation of suspected CAD between May 2003 and 
April 2009. Both CACS and CCTA were concurrently performed with standard scanning protocol. CCTA results were categorized by extent and severity 
of CAD.
Results: During a mean follow up of 707± 437 days, major adverse cardiac events (MACEs) was 192 (5%) (7, all-cause mortality; 3, non-fatal 
myocardial infarction; 182, revascularization). The presence of obstructive CAD on CCTA is an independent predictor of MACEs in a multivariate 
analysis adjusted for clinical risk factors and CACS. In ROC (receiver operating characteristic) curve analysis, comparison of AUC (area under curve) 
between CCTA and CACS+CCTA revealed no significant difference in predictive value of MACEs, both of which were better than CACS only.
Conclusions: In current MSCT era, CCTA is better than CACS in predicting MACE in patients with suspected CAD. Furthermore, combined CACS is no 
more beneficial than current standard of CCTA in patients with suspected CAD.
